In a representative sample of 2,030 U.S. children aged 2-17, 13.9% report lifetime exposure to disaster, and 4.1% report experiencing a disaster in the past year. Disaster exposure was associated with some forms of victimization and adversity. Victimization was associated with depression among 2-to 9-year-old disaster survivors, and with depression and aggression among 10-to 17-year-old disaster survivors. Children exposed to either victimization only or both disaster and victimization had worse mental health compared to those who experienced neither. More research into the prevalence and effects of disasters and other stressful events among children is needed to better understand the interactive risks for and effects of multiple forms of trauma.
Disasters are relatively common events that disrupt children's basic needs including access to food, water, shelter, and primary caregivers. Much of what we know about disasters and children comes from samples of children exposed to a relatively few, large-scale disasters rather than from representative samples across the population (e.g., Centers for Disease Control, 2005; Landrigan et al., 2008;  see Norris et al., 2002 , for a review). In addition, we know little about how exposure to disasters is associated with exposure to other kinds of stressful events. In this study, we investigate the prevalence and effects of disasters and other stressful events in a representative sample of U.S. children.
Definitions
In this article, we use the term disaster to refer to one-time or ongoing events of human or natural cause that lead groups of people to experience stressors including the threat of death, bereavement, disrupted social support systems, and insecurity of basic human needs such as food, water, housing, and access to close family members. We use the term victimization to refer to ''harms that occur to individuals because other human actors behaving in ways that violate social norms'' (italics in original, Finkelhor & Kendall-Tackett, 1997, p. 2) . Victimization includes maltreatment, sexual and physical abuse, neglect, exposure to domestic violence, and other crimes such as theft and peer and sibling physical assault. Finally, we use the term adversity to refer to other (nonvictimization, nondisaster) events that have been associated with poorer mental health, including having an incarcerated or substance-abusing parent. Disasters, victimization, and other adverse events are interrelated in complex ways. Exposure to any one type of event could put children at risk to experience other types of events, or affect how children respond if and when they experience another kind of event. Additional environmental and genetic factors could be implicated both in risk of exposure and for outcomes following exposure to any of these events.
Disasters
General population studies indicate that many people in the United States experience disasters each year. Adults self-report a lifetime prevalence rate of 11%-30% (Briere & Elliott, 2000; Goldberg & For the purposes of compliance with Section 507 of PL 104-208 (the ''Stevens Amendment''), readers are advised that 100% of the funds for this program are derived from federal sources (this project was supported by Grants 1999-JP-FX-1101 and 2002-JW-BX-0002 awarded by the Office of Juvenile Justice and Delinquency Prevention, Office of Justice Programs, U.S. Department of Justice). The total amount of federal funding involved is $584,549. Points of view or opinions in this document are those of the author and do not necessarily represent the official position or policies of the U.S. Department of Justice. The authors wish to thank Richard Ormrod for help with data management, and John Boyle and Patricia Vanderwolf for help in data collection. Freyd, 2006; Green & Solomon, 1995; Norris et al., 2002) depending in part whether disaster is defined exclusively as natural disasters, or also includes human-caused incidents. To the best of our knowledge, this study is the first to obtain a national prevalence estimate for disaster exposure among children in the United States.
Numerous researchers have examined children's reactions to large-scale disasters worldwide. From these studies, we know that disasters are implicated in a range of physical effects, including traumatic brain injury, low birth weight, and respiratory, musculoskeletal, and other physical symptoms (Dirkzwager, Kerssens, & Yzermans, 2006; Keenan, Marshall, Nocera, & Runyan, 2004; Landrigan et al., 2008; Rath et al., 2007) . Psychological sequalae include posttraumatic stress symptoms, depression, anxiety, behavior problems, sleep problems, and learning problems (Norris et al., 2002; Stein et al., 2004; Weems et al., 2007) . Based on a review of many studies, Norris et al. (2002) concluded that school-age children are more likely than adults to experience severe impairment following disasters.
A few studies point to differential effects of disasters for adolescents compared to younger children. Increased aggression and enuresis among 2-to 9-year-olds have been reported 6 months after a flood (Durkin, Khan, Davidson, Zaman, & Stein, 1993) and preschoolers demonstrate increased fear of storms, concern for others, and other signs of disaster experience in their play up to 1 year following a hurricane (Saylor, Swenson, & Powell, 1992) . Other studies of children who were under age 5 at the time of exposure to nuclear accidents show few long-term effects (Bromet et al., 2000; Cornely & Bromet, 1986) . Dirkzwager et al. (2006) reported that children aged 4-12 reported increased sleep problems relative to controls, whereas adolescents aged 13-18 reported increased anxiety symptoms compared to controls. Green et al. (1991) studied children who experienced a dam collapse 2 years prior. They report that children aged 2-8 reported fewer posttraumatic stress disorder symptoms than children aged 9-15. Most symptoms had disappeared 17 years after the disaster, but some new symptoms (suicidal ideation and substance abuse) arose as participants aged (Green et al., 1994) . Based on the available evidence, young children have been found to show less severe symptoms of shorter duration than older children and adolescents, but not enough data are available to speak definitively about age effects among children, particularly for those under 5.
Victimization
Studies investigating the effects of various forms of victimization (Finkelhor, Ormrod, & Turner, 2007) and adverse childhood experiences (Dong et al., 2004) have demonstrated that many people who experience one type of stressful event are likely to experience other types. When multiple stressful events are not considered simultaneously, consequences of multiple events may be attributed to the single event that is the focus of study. There is a particular risk of this effect with disaster research because most disaster research seeks samples after a particular event for the specific purpose of determining the effects of that one particular event. The data set used in this study allows us to estimate the effects of a wide range of stressful events, including disasters.
Disasters, Victimization, and Other Adversity
It is easy to imagine that risk for some stressful events puts children at risk for similar types of events. Poverty, parenting capacity, social support, and many other environmental factors may lead to the empirical evidence demonstrating associations among types of maltreatment and victimization. Why would we predict an association between exposure to victimization and disasters? At least two mechanisms could result in an association between disasters and other stressful events. First, the stress of the disaster may impair parents' ability to care for their children. As reviewed by Norris et al. (2002) , adults exposed to disaster may experience sleep disturbance, a worsening of mental health symptoms, reduced social support, and increased use of alcohol following disasters. Further, several studies have pointed to increases in child abuse following natural disasters, although this finding is not universal (Curtis, Miller, & Berry, 2000; Keenan et al., 2004) .
It is also possible that some of the same risk factors are associated with both disasters and victimization. In the geography and community development literature, vulnerability to disaster is conceptualized as the interaction between risk of disaster exposure and the ability to prepare for and respond to disasters (Cutter & Finch, 2008; Masozeraa, Bailey, & Kerchner, 2007) . For the purposes of this article, we are mainly concerned with risk of exposure, but the overlap of concepts is relevant to our definition of disaster, as well as our survey respondents' definitions. People who experience an ice storm for which both they and their community are prepared are less likely to self-report disaster exposure than another person who survived a storm that resulted in injuries and death. In another example, a homeowner living in a well-maintained home is at less risk for experiencing a major fire than is someone living in an apartment complex with inadequate fire alarms and escape routes. For these reasons and others, socioeconomic status (SES), urbanity, and race and ethnicity are persistent predictors of vulnerability to disaster (Cutter & Finch, 2008) . These same factors are consistent predictors of exposure to victimization (Finkelhor et al., 2007; Stein, Jaycox, Kataoka, Rhodes, & Vestal, 2003) . Likewise, some of the same factors that underlie risk of disaster exposure, also put children at risk for poorer mental health outcomes. Parents who have more resources are not only more able to locate safe shelter out of the way of a natural disaster but also in a better position to help children cope with the event and obtain professional mental health services if required. 
Research Questions and Hypotheses

Method
Participants
This research is based on data from the Developmental Victimization Survey (DVS), designed to obtain 1-year incidence estimates of a comprehensive range of childhood victimizations across gender, race, and developmental stage. The survey, conducted between December 2002 and February 2003, assessed the experiences of a nationally representative sample of 2,030 children aged 2-17 living in the contiguous United States. The survey was conducted in English, and 1% of those contacted were unable to complete the survey due to a language barrier. The interviews with parents and youth were conducted over the phone by the employees of an experienced survey research firm specially trained to talk with children and parents. Telephone interviewing is a cost-effective methodology (Weeks, Kulka, Lessler, & Whitmore, 1983 ) that has been demonstrated to be comparable in reliability and validity with in-person interviews, even for sensitive topics (Bajos, Spira, Ducot, & Messiah, 1992; Bermack, 1989; Czaja, 1987; Marin & Marin, 1989) . The methodology is also used to interview youth in the U.S. Department of Justice's National Crime Victimization Survey (Bureau of Justice Statistics, various years) and in a variety of other epidemiological studies of youth concerning violence exposure (Hausman, Spivak, Prothrow-Stith, & Roeber, 1992) .
The sample selection procedures were based on a list-assisted random digit dial telephone survey design. This design increases the rate of contacting households with children aged 2-17 while decreasing the rate of dialing business and nonworking numbers. Experimental studies have found this design to decrease standard errors relative to the standard Mitofsky-Waksberg (Waksberg, 1978) method while producing samples with similar demographic profiles (Brick, Waksberg, Kulp, & Starer, 1995; Lund & Wright, 1994) .
A short interview was conducted with an adult caregiver (usually a parent) to obtain family demographic information. Because the questions in the survey are of a sensitive nature, interviewers explained the study honestly and carefully up front. Care was taken to not refer to the study as a ''crime'' study, as many victims of crimes do not label their experiences as a crime. Instead, children's ''safety'' was emphasized.
Specifically, parents of 2-to 9-year-olds were told:
This study is being conducted by the [Name of University] to better understand problems facing children today. For this study, we will be interviewing 2000 families across the country to find out about stressful events that happen to some children, and how schools and various agencies may better protect kids from dangerous situations. Your family was selected at random to represent families with children aged 2-17. Your interview will take about 30 minutes. We will be asking you about things that may have happened in your child's school, neighborhood, or home, and about how your child's health has been lately. Some of the questions involve sensitive issues, such as whether your child has ever experienced violence and whether your child has ever experienced unwanted sexual advances.
Parents of 10-to 17-year-olds were told:
In learning about child safety for children, we would like to get the input of both children and their parents. It is particularly important for us to find out what kinds of situations kids consider dangerous, whether they have ever encountered these situations, and what they know about how to avoid or handle these situations . . . We will be asking him ⁄ her about things that may have happened in your child's school, neighborhood, or home, and about how your child's health has been lately. . . Some of the questions involve sensitive issues, such as whether your child has ever experienced violence and whether your child has experienced unwanted sexual advances.
Before beginning the survey, 10-to 17-year-olds were told:
Your age group (x-year-olds) is part of national sample of 2,000 boys and girls selected completely at random. You will be representing all kids in the United States in your age group. This is an important study because you'll be able to tell us what kinds of dangerous situations kids face these days. What you and the other kids tell us will help us keep kids safe. Your interview will take about 20-30 minutes. We will be asking you about things that may have happened in your school, neighborhood, or home. We'll also ask about how your health has been lately. Some of the questions involve sensitive issues, such as whether you have experienced violence.
One child was randomly selected from all eligible children living in a household by selecting the child with the most recent birthday. If the selected child was 10-17 years old, the main telephone interview was conducted with the child. If the selected child was 2-9 years old, the interview was conducted with the caregiver who ''is most familiar with the child's daily routine and experiences.'' Caregivers were interviewed as proxies for this age group because the ability of children under the age of 10 to be recruited and participate in phone interviews of this nature has not been well established (Hausman et al., 1992; Waksberg, 1978 ), yet such children are still at an age when parents tend to be well informed about their experiences both at and away from home. In 68% of these caretaker interviews, the caretaker was the biological mother, in 24% the biological father, and in 8% some other relative or caretaker.
Data were collected using a computer-assisted telephone interview system (CATI). The use of CATI minimizes recording errors and provides substantial quality control benefits. For this survey, only interviewers who had extensive experience interviewing children and in addressing sensitive topics were chosen. Interviewers then went through extensive training on the questionnaire and interview protocol.
Up to 13 callbacks were made to select and contact a respondent and up to 25 callbacks were made to complete the interview. Consent was obtained prior to the interview. In the case of a child interview, consent was obtained from both the parent and the child. Respondents were promised complete confidentiality and were paid $10 for their participation. Telephone interviewers screened 7,907 households. Of those, 5,011 households did not have an eligible child, 511 declined to participate, and 350 agreed to participate at another time but were unable to be reached by the end of the study. Of the 2,896 eligible households screened, interviews were completed with 2,035 participants, representing 70.3% of eligible households. The final sample consisted of 1,000 children aged 10-17 and 1,030 caregivers of children aged 2-9.
All procedures were authorized by the Institutional Review Board of the University of New Hampshire. Both universal and targeted interventions were used to assist children who were potentially at risk for abuse, or harm to self or other. All participants were given the phone number to the Girls and Boys Town National Hotline. The U.S. Department of Health and Human Services describes hotline this way:
The Girls and Boys Town National Hotline is a 24-hour crisis, resource and referral line. Accredited by the American Association of Suicidology, the Hotline has been in operation since 1989 and is staffed by trained counselors who can respond to questions every day of the week, 365 days a year. Approximately 250,000 callers contact the hotline annually to receive help relating to being suicidal, physically or sexually abused, on the run, addicted, threatened by gang violence, fighting with a parent, a parent frustrated by a child, scared of a spouse, or faced with an overwhelming challenge. (Healthfinder.gov, 2008) Additionally, the CATI system was programmed to flag automatically cases in which a child could have been in danger. Interviewers also flagged cases that presented a concern and provided brief notes that could be used to better understand the situation. Children or parents who disclosed a situation of serious threat or ongoing victimization were recontacted by a clinical member of the research team, trained in telephone crisis counseling, whose responsibility was to stay in contact with the respondent until the situation was resolved or brought to the attention of appropriate authorities. The kinds of concerns varied widely and included depressed children who were seeking treatment, teenagers who were slapped once or twice by a parent, abused children who no longer had contact with the abuser, and adolescents who reported ''pressure'' to have sex from a romantic partner. In no case did it become necessary for the phone counselor to report suspected abuse of a child.
Measures
Demographic variables. All demographic information was obtained from the parent during the initial parent interview. Parents provided the child's age (in years), race and ethnicity (coded into four groups: White non-Hispanic, Black non-Hispanic, Hispanic any race, or Other Race non-Hispanic) and current family structure (coded into three groups: two biological or adoptive parents, one biological and a married or unmarried partner, or single-parent family). Participants also reported 2002 household income from wages, public assistance and child support (10 categories: $5000 or less through more than $100,000), and the highest education completed (for the parent with the most education, 11 categories: grade school through graduate degree).
Lifetime victimization. Victimization data were collected using the Juvenile Victimization Questionnaire (JVQ; Hamby, Finkelhor, Ormrod, & Turner, 2004) . The JVQ was designed to assess a wide range of childhood victimization experiences, across childhood and adolescence. The same questions were used for self-report interviews with 10-to 17-year-olds and parent-report interviews for 2-to 10-year-olds, except for slight wording changes as needed (e.g., ''your child'' substituted for ''you'').
Concerns about the validity of self-and parentreports take two forms. Some are concerned that respondents may underreport victimization events to avoid culpability, due to stigma, or due to forgetting. Others are concerned that respondents might overreport victimization events, to explain problems in their lives or to assist with child custody claims. It is possible that these motives were present for a small number of respondents, but we do not find systematic evidence of a greater bias toward under-or overreporting for parent-report versus self-report data (Finkelhor, Hamby, Ormrod, & Turner, 2005) . Previous analyses have also demonstrated good respondent comprehension, construct validity, and test-retest reliability for JVQ items (Finkelhor et al., 2005) . Researchers who have looked at this issue have found that while there is likely to be some underreporting in parent and self-reports, these reports are likely to be more valid than official reports that greatly underestimate victimization experiences (Hardt & Rutter, 2004; Kendall-Tackett & Becker-Blease, 2004; Straus, 1992) .
The analyses presented in this article are based on 20 items covering four domains of victimization-sexual assault, maltreatment, witnessing family violence, other major violence-the screener questions for each module are available in Appendix A of Turner, Finkelhor, and Ormrod (2006) . The complete text of the questions is available in Hamby et al. (2004) . Participants were asked about each event in the past year. If no event was reported for the past year, participants were asked if the event had ever happened in their lifetime. From these data, we calculated the number of types of events reported across participants' lifetimes.
Nonvictimization adversity. The nonvictimization adversity module of the JVQ includes 15 stressful events and chronic stressors, including an item assessing exposure to a disaster. For the purposes of these analyses, we include only the 14 nondisaster items in the adversity score.
Lifetime and past-year disaster exposure. Disaster exposure was measured using the following item, ''In your (your child's) whole life, were you (was she or he) ever in a VERY BAD fire, explosion, flood, tornado, hurricane, earthquake or other disaster?'' For those respondents who answered yes, follow-up questions assessed how many times, whether the most recent event happened in the past year, what type of disaster was experienced, the child's age at the time of the disaster, and if the child knew anyone who was injured in the disaster.
Current mental health symptoms. Mental health symptoms were measured using the anxiety, depression, and aggression subscales of the Trauma Symptom Checklist for Young Children (Briere et al., 2001 ; for children aged 2-9) and the Trauma Symptom Checklist for Children (Briere, 1996 ; for children aged 10-17). Both instruments assess reactions to a wide range of nonspecific stressful events across several domains. Participants report on how frequently they (or, for parents of 2-to 9-year-olds, their child) had experienced a list of behaviors, thoughts and feelings on a 4-point scale (0 = not at all, 4 = very often) over the past month. In this sample, approximately 5% of respondents scored in the subclinical or clinical range for anxiety, depression, or aggression. Because of the small number of extreme scores, we used continuous measures of mental health symptoms in our analyses.
Analysis Plan
We used 2002 Census estimates (U.S. Census Bureau, 2000) to apply poststratification weights to adjust for the underrepresentation of Blacks and Hispanics in our sample relative to the national population. Weights also adjusted for the probability of selection due to the number of children in the household and the fact that only one child per household was selected to participate. Unless otherwise noted, analyses were conducted with weighted data. Due to the potential for method variance between the younger (parent report) and older (self-report) groups, data for the younger and older groups were analyzed separately. Within each group, age was positively associated with disaster and victimization exposure. Thus, where indicated, age is included as a covariate.
In tests of group differences, children who had experienced any incident within a victimization domain (sexual assault, maltreatment, witness domestic violence, other major violence) were included in that category of victimization and in the category of ''any victimization.'' For Hypothesis 1, we ran frequency counts for children reporting disaster and victimization experiences.
To test for associations between experiencing a disaster and victimization (Hypothesis 2), we conducted chi-square analyses to examine associations between lifetime disaster, victimization, adversity experience. We also used partial correlation to test for associations among disaster exposure, adversity, any victimization, sexual victimization, maltreatment, domestic violence, and other major violence, controlling for age.
For Hypothesis 3, we ran regression analyses with victimization and control variables predicting mental health symptoms among participants who reported experiencing a disaster.
For Hypothesis 4, we used analysis of covariance (ANCOVA) to compare mental health symptoms among four groups: no disaster or victimization, disaster only, victimization only, and both disaster and victimization, controlling for demographic factors. Bonferroni-corrected contrasts were used to identify significant differences among the four groups.
Regression analyses were used to identify predictors of mental health symptoms when group differences indicated greater symptoms among disaster victims relative to peers who did not experience disaster. In these analyses, victimization was calculating by summing the number of reported incidents across the four domains assessed. The theoretical range was 0-20 and participants reported between 0 and 12 incidents (M = 0.82, SD = 1.52). Adversity scores were obtained by giving a score of 1 for each type of adversity that the child had ever experienced and summing to form a continuous score. Race and ethnicity was coded into four groups: White and non-Hispanic, Black and non-Hispanic, Other Race and non-Hispanic, and Hispanic. Family structure was coded into three groups: single parent, stepparent household, and two biological or adoptive parents. To construct an index of SES, income and parental education scores were separately standardized, summed and then restandardized. When either income or education data were missing, the SES score is based on the variable available. Table 1 shows demographic variables for the sample.
Results
How Many Children Are Affected by Disasters in the United States?
Based on analyses with weighted data, 281 or 13.9% of children and teens had been in a disaster during their lifetime, and 4.1% of the sample experienced a disaster in the past year. By comparison, 13.7% reported sexual victimization, 20.0% reported maltreatment, 10.6% reported witnessing family violence, and 17.3% reported witnessing other major violence within their lifetimes. In total, 36.4% reported experiencing at least one victimization incident. Age at the time of disaster ranged from < 1 year old through 16 years old.
Of those who had experienced a disaster in their lifetime, 24.6% reported experiencing more than one. With respect to the most recent event, 12.8% had been in a fire, 26.7% in a tornado, 14.6% in a fire, 24.2% in a hurricane, and 17.8% in an earthquake. Eight participants indicated other disasters including bad ice and wind storms, the Oklahoma Table 1 Demographics by Age (Unweighted Data) 2-to 9-year-olds (M age = 5.4 years, SD = 2.4) 10-to 17-year-olds (M age = 13.8 years, SD = 2.2) Note. Except for region of the United States, all demographic data were provided by the caregiver. a Respondents indicated ''unknown'' race ⁄ ethnicity information for 13 children aged 2-9 and 9 children aged 10-17. b U.S. regions correspond to Census data and were derived from telephone area codes. c Metropolitan areas were defined as follows: rural = population < 20,000; town = 20,000-100,000; large city = population of 300,000 or more. Data were not available for 9 children aged 2-9 and 9 children aged 10-17.
d Highest parent education is the highest level of education obtained by any parent in the home and was reported by the caregiver. Data were not available for the caregivers of 1 child aged 2-9. e Caregivers declined to provide household income information for 92 children aged 2-9 and 114 children aged 10-17.
City bombing, and World Trade Center attacks. Nine participants (.4%) reported being injured in the disaster. Table 2 presents the percentage of participants who experienced victimization and other adversity, by disaster exposure history and age group. These results do not control for age within each age group.
Is Risk for
Partial correlation was used to examine relations between lifetime disaster exposure and history of victimization and adversity, controlling for age. Contrary to Hypothesis 2, for 2-to 9-year-olds, no correlation was found between lifetime disaster experience and lifetime sexual victimization (r = .03, p = .31), witnessing domestic violence (r = .02, p = .45), other major violence (r = ).03, p = .30), or any kind of victimization (r = .02, p = .53) when age was controlled. However, experiencing a lifetime disaster was positively associated with experiencing maltreatment (r = .06, p = .04) and adversity (r = .08, p = .1) with age controlled.
Supporting Hypothesis 2, among 10-to 17-yearolds, correlation analyses controlling for age showed a positive relation between lifetime disaster exposure and lifetime sexual victimization (r = .86, p < .001), maltreatment (r = .29, p < .001), and adversity (r = .13, p < .001). There was no correlation with witnessing domestic violence (r = ).002, p = .48). Contrary to predictions, a negative relation emerged between lifetime disaster exposure and major violence (r = ).15, p < .001) and any kind of victimization (r = ).16, p < .001) with age controlled.
Is Victimization Associated With Mental Health Among Lifetime Disaster Victims?
Controlling for sex, race and ethnicity, parent makeup, age, and SES, victimization but not adversity was associated with mental health symptoms (see Table 3 ). Specifically, among 2-to 9-year-olds, victimization predicted depression scores. Among 10-to 17-year-olds, victimization predicted depression and anger ⁄ aggression scores.
How Do Mental Health Symptoms
As shown in Table 4 , among 2-to 9-year-olds, lifetime disaster and victimization exposure was significantly associated with anxiety, depression, and aggression in a model that included sex, age, race and ethnicity, parent makeup, and SES. Marginal means and Bonferroni-corrected contrasts comparing participants who experienced neither disaster nor victimization, disaster only, victimization only, or both disaster and victimization are presented in Table 5 and Figure 1 . Those who experienced victimization only had higher scores than those who experienced neither disaster nor victimization or disaster only. Two-to 9-year-olds who experienced disaster only had unexpectedly low scores that did not differ significantly from those who had experienced neither a disaster nor victimization. Note. Chi-square tests revealed statistically significant association between those cells marked with identical subscripts. (1, N = 1,014) = 32.90, p < .001. Because data are weighted, observed cell counts are not whole integers. Rounding within cells resulted in n = 282 disaster victims for the sexual victimization and witnessing family violence. For maltreatment, major violence, and any victimization analyses, disaster victims n = 281. Four participants indicated they were ''not sure'' if the child ⁄ teen had been in a disaster and are not included in this analysis.
Also shown in Table 5 , as well as in Figure 2 , are mental health scores by disaster and victimization group among 10-to 17-year-olds. In interpreting Figure 2 , it is important to consider the variance in standard errors of the estimated marginal means. For each mental health subscale, disaster survivors' standard errors of the estimated marginal mean symptom score are greater than for the other three groups. This contributes to the fact that contrasts between scores for disaster survivors and the other three groups in many cases failed to reach traditional levels of significance. The mean mental health symptoms scores for lifetime disaster only survivors were in the predicted direction, that is, higher than those who had experienced neither a victimization nor a disaster, and lower than those who had experienced either victimization only or victimization and disaster. Consistent with Hypothesis 4, 10-to 17-year-olds who experienced neither a disaster nor victimization had the lowest anxiety, depression, and aggression scores.
Discussion
To the best of our knowledge, this article provides the first prevalence and incidence estimate of disasters in a nationally representative sample of U.S. (9, 2658) 13.21*** (1, 886) 25.87*** 32.39*** 9.92*** (9, 2658) 14.64*** (1, 886) 37.62*** 34.14*** 37.53*** Note. Multivariate F ratios were generated from Pillai's statistic. SES = socioeconomic status. a Victimization groups are: (a) no reported victimization or disaster, (b) victimization history without disaster exposure, (c) disaster exposure without victimization history, and (d) both victimization and disaster exposure. *p < .05. **p < .01. ***p < .001.
children. While the number of studies documenting the effects of disasters on children is increasing, it is important to know how many children experience disasters in order to understand the magnitude of the effects of disasters nationwide.
It was surprising that only 2 of 70 past-year disaster victims reported receiving counseling. We had expected more children to have received counseling because disasters tend to be relatively publicly known, nonstigmatized, and elicit community response. Some children may have received counseling following a disaster, but it was not reported because of the wording of our question that asked about counseling ''for emotional or behavioral problems.'' It is quite possible that some participants did not consider disaster-related counseling to be ''for emotional or behavioral problems.' ' We found an association between exposure to disasters, maltreatment, and adversity (controlling for age) among both age groups. Risk for disaster exposure shares some risk factors with risk for maltreatment and adversity. It is also possible that disaster exposure increases children's risk for subsequent maltreatment and adversity. Some of the adversities measured could have been directly related to a disaster (e.g., being homeless, knowing someone who died, seeing a dead body). Others are less likely to be related (e.g., being teased about one's appearance).
Regardless of the overlap in exposure to disasters and victimization, mental health professionals would benefit from knowing if previous or concurrent victimization is a significant predictor of mental health among those who have experienced a disaster. We found that this is the case. Among lifetime disasters survivors, victimization history predicted 2-to 9-year-olds' depression scores, and 10-to 17-year-olds' depression and anxiety scores. We lacked the information to know if victimization is associated with children acutely exposed to disaster, but the association between lifetime exposure to disaster and victimization suggests the need for screening for victimization history among young disaster victims when treating mental health symptoms. Finally, we compared mental health symptoms among children who have experienced disaster only, victimization only, neither disaster nor victimization, or both disaster and victimization. A surprising finding affected the interpretation of the hypothesized effect: Two-to 9-year-olds who experienced both disasters and victimization and 10-to 17-year-olds who experienced disasters only had more variable mental health scores than peers in the other three groups. This effect should be tested in future research. If this result stands, it suggests a need for careful screening to differentiate those children who are at risk for negative mental health outcomes.
The possibility of method bias is introduced by having parents report on behalf of young children while older youth provided self-reports. The decision to use different reporters for younger versus older youth was made to reduce bias that is known to exist when parents are asked to report on their older children's experiences and mental health. Based on the available evidence, this procedure offered the most accurate data available given the subject matter. Nevertheless, we do not have retrospective reports from participants later in life, nor do we have corroborative reports from other sources. Additional clinical measures (e.g., structured clinical interviews) would have yielded additional information about the diagnosis of mental disorders in this sample.
Despite many strengths of this study, there are some limitations to discuss. Because we sampled households with telephones, the sample probably underrepresented low-income and homeless families. We asked about victimization, disaster, and adversity prior to asking about mental health symptoms. It is possible that the sequence of questions led to higher reports of mental health symptoms. On the other hand, youth experiencing depression and anxiety symptoms may have been more likely to recall and report bad events, inflating the association between negative past events and mental health. The retrospective nature of reports could lead to underreporting, especially of sensitive questions about abuse. Because many abuse events are not reported to authorities, we believe selfreports are an important method for collecting these data, but underreporting could have led to underestimating associations between some victimization experiences and mental health. We do not, in these data, have the ability to know the sequence of disaster exposure, victimization, other adversity and onset of mental health symptoms. Longitudinal, prospective data would better address the important question of whether being in a disaster leads to other adversities or even puts children at risk for victimization.
In addition to addressing these limitations, future research may also assess several factors that may well mediate or moderate the association between disaster exposure, victimization, and mental health symptoms, such as level of fear, loss of property, homelessness, lack of food and water, and separation from caregivers. In fact, some of these factors may be more related to certain types of posttraumatic stress disorder or other mental health symptoms than others (Briere & Elliott, 2000) . Outcomes other than mental health symptoms should be considered in a representative sample as well, including changes (positive and negative) in relationships, school performance, and parenting. Overall, the results point to important interactions among various kinds of stressful events and a need to continue to study various forms of stressful events simultaneously.
